Headaches, at first associated with nausea, vomiting and giddiness, commenced at age of 15, but lately have been only slight. There has been no polydipsia, or polyuria; no complaint of impaired vision.
Patient is very obese but shows no sexual dystrophy, and distribution of axillary and pubic hair is normal. Both discs show secoi,dary optic atrophy with a slight degree of swelling. There is some restriction of the visual fields, most marked in the temporal halves. Knee-and ankle-jerks are normal, but the plantars tend to give an extensor response. Fasting blood sugar is 0-102 grm., and after 50 grm. glucose there is a delayed return to the fasting level, but without any glycosuria.
Skiagram of skull shows marked erosion of sella turcica, with an irregular shadow above (calcareous portion of the tumour). At age of eight months she caught nasal diphtheria from her brother. She was in a fever hospital for six weeks, but no serum was administered. When the parents took her away they noticed that her face was weak on the left side and that she avoided using the left hand. The left hand movements were very clumsy.
At about 2 years she walked, but with left leg weakness. Gait.-Is that of a hemiplegic, with circular movement of the point of the weak foot (left).
Dr. J. D. ROLLESTON said that cases of hemiplegia occurring after diphtheria were decidedly rare. During the first four years of his connexion with fever hospitals he had never seen a case of the kind, nor, indeed, had he heard of one, and when he wrote his thesis for the M.D. degree in 1904-on diphtheric paralysis'-he had made no allusion to it.
But in the year 1905, he had a case of hEenorrhage occurring after a very severe faucial attack2, and he then found that the first case had been described by Sir William Gull, who was one of the first in this country to deal with the nervous complications of diphtheria. Since 1905 he (the speaker) had seen about a dozen cases of the kind, all of them after severe faucial dipththeria 8.
Various explanations had been submitted as to the pathogenesis of hemiplegia. The most satisfactory was that it was an embolic change, secondary to cardiac thrombosis. In the cases which came to autopsy one found evidences of embolismn elsewhere: renal infarction, or splenic infarctioin, or occlusion of arteries in the limlibs. What had puzzled him was, why one did not meet with hemiplegia more frequently, when the heart, especially in the severe cases, was so often attacked.
In the present case he doubted whether the diphtheria was in any way responsible for the hemiplegia. In his experience, purely nasal diphtheria did not tend to affect the heart in the same way that faucial diphtheria did. He would regard the hemiplegia in this case as po8t rather than propter the attack of diphtheria. I Practitioner, 1904, lxxiii, November 5, 1928.-Jautidice completely cleared, but liver remains the same size; child is otherwise quite well; takes an interest in surroundings.
The history does not suggest ordinary catarrhal jaundice; there was no fever or vomiting at any time, and I do not know whether any other cause can be given for the liver enlargement.
Discussion.-Dr. COCKAYNE said that the age of this child was unusual for catarrhal jaundice, but this was the appropriate season for that disease, and it was very common this year. From the clinical standpoint the fact that the stools were normal in colour, and that there was no bile in the urine, was very much against a diagnosis of catarrhal jaundice. Dr. B. SCHLESINGER said that recently, during an epidemic of catarrhal jaundice, he had seen several cases in which the jaundice was not very well marked, being often evident only for a day or so, and in which the liver, and in many cases the spleen, were distinctly palpable. Though in a number of these the jaundice had subsided within forty-eight hours, the liver remained enlarged for several weeks. He thought that in these epidemics the whole reticuloendothelial system was involved; and that this was the reason the liver and spleen remained enlarged for some time. the fourth (a girl of 15) is of small stature, but otherwise normal. This child was born when her mother was aged 42; although labour was prolonged no instruments were employed; there have been no miscarriages. Mother's and father's families are both normal. W. B. was brought to hospital because she held her head on one side. Torticollis, probably of ocular origin, was discovered. Facial Appearance.-Upper part of face on right side is flattened and right supraorbital margin is under-developed; right eyebrow somewhat higher than left; and right palpebral fissure wider than its fellow. Right orbit displaced outwards and a little upwards; consequently the nasal bridge is wide; distance between inner canthi 34 mm. The skull is therefore brachycephalic. Well-marked flattening of occipital region on right side, but none on left.
Ophthalmologist's Report (Dr. T. H. WHITTINGTON).-Compound hypermetropic astigmatism, for which patient wears glasses. Alternating concomitant external strabismus, and she does not fix a near object with both eyes. The right eye tends to diverge the more with the screen test, and turns a little upwards as well as outwards, but is the fixing eye of choice under ordinary circumstances. Vision of left eye is worse, and tendency to turn face to left and tilt the head to left is probably associated with faulty vision and defective muscle balance. Discs normal.
